MARYLAND MEDICAL ASSISTANCE PROGRAM
DOCUMENT FOR HYSTEREQTOMY

COPY OF THIS FORM MUST BE ATTACHED TO ALL INVOICES FOR HYSTERECTOMIES.

Please Print or Type

u'natr'; MAME PHYSICIAN COMPLETRG FORM
PATIENTS m PYTSICIANS MEDICAL ASSISTAMCE NUMBER
PLACE OF STRVICE
PATIENTS MEDICAL ASSIETANCE WUAIRER
' DATE DF SERVICE

SECTION 1~ To be signed i:y physicizn and patient or
the service.
A. | have performed a hysterectomy on :
PLAKE OF PATIENT)
that the following conditions do not apply to this hysterectomy.

1. It was performed solely for the purpese of rendering the individual bermanentlly incapable of reproducing:;

patient's rapreseniative when patient has been informed of

- I hereby certify

or

2. |f there was more than one purpose to the procedure, it wouid not have been performed but for the purpose
of rendering the individual psrmanently incapable of reproducing.

i have informed the patient and her representative, if any, orally and in writing, that the hysterectomy will make

the patient permanently incapable of reproducing.

SIGHATURE OF PHYRICIAN

DAYE

B. Receipt of Hysterectomy Information

£ have been informed by

[LALE DE PATIENT)
, that the hysterectomy to be

THAME OF PHTSICLAN)
performed will render me permanently incapable of reproducing.

EGMATURE OF PATIENT OR REPRESENTATIVE

DATE

SECTION i - To be sigﬁed'by physician. No patient signature is needed because the indivicual:
tof

A. Was already steriie before the hysterectomy dueto __: :
. . ICAUSE Of STERLTH

B. Required a hyslerectomy‘péﬂomed under a life-threatening emergency situation in which prior acknowledge-
ment was not possible. (Describe the nature of the emerpency.)

EIGHATURE OF PHTSICIAN

DATE
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